Background: In the education of professionals in psychiatry, one challenge is to provide clinical placements with opportunities for students to interact and have direct contact with patients. The aim of this study was to explore Swedish psychiatric patients' perspectives on student participation in their care.
Background
In the education of future health care professionals, involvement in patient-care is a core component. Clinical teaching in outpatient clinics and admission wards is an important part of training. Even though the use of standardized patients and simulations has been introduced, a vital part of learning is through interaction and direct contact with patients [1, 2] .
Previous research has shown that patients generally accept student involvement in their care [3] [4] [5] [6] [7] [8] . A review including studies in general practice concludes that a majority of patients, 83% to 98%, consent to a student's presence or participation in consultations [9] . The patients' acceptance of student participation has been related to the type of examination, what kind of illness or problem is being addressed as well as to what degree the student is working alone or with the professional. Patients have reported that the situation is more delicate when students participate in physical exams and are more comfortable when the focus is on gathering information and anamneses [8] . However, patients seem to be less comfortable with students when the consultations include personal or intimate problems [9, 10] . More patients are willing to take part in the education process when there is a professional present, especially in the case of more invasive and technical procedures [8, 9, 11] . Patients would be more positive towards students independently performing the questioning or counseling if they also had the possibility to meet with the doctor alone [6, 7] .
Patients' previous experiences of student participation have been related to a more positive attitude towards conceivable student involvement [9, [12] [13] [14] . Positive first-time experiences of student participation contributed to the patient's positive attitude towards continuing to allow students to be involved in their care; 95% would let the same student participate, and 90% would let any student participate [15] . Among patients who were negative towards student involvement, a majority had negative past experiences of student participation [5] .
Studies report small differences in the patient's level of comfort with student participation between different clinics and departments [5, 16] . However, there is a paucity of studies investigating patients' experiences and opinions of student involvement in psychiatric care. In one study, by use of a questionnaire, psychiatric inpatients were asked to rate medical students' effectiveness while training in psychiatry. The results showed high levels of satisfaction with the student-patient relationship, and patients felt that the students made positive contributions to their treatment [17] . In two small questionnaire studies, patients in psychiatric wards were asked about their experiences of participating in interviews in order to teach and train medical students [4, 18] . Overall, the patients were positive and would be willing to repeat the experience if asked again [4, 18] . Patients with mental disorders from community settings have described specific therapeutic gains in their meetings with students, even though participating was sometimes perceived as distressing [19] .
In summary, patients' perspectives of student involvement in psychiatric care are sparsely investigated. Therefore, the overall aim of this study was to examine Swedish psychiatric patients' perspectives of student involvement in their care. Specific aims were to explore if psychiatric patients' attitudes towards students were in accordance with other patients' attitudes and if there were any differences in patients' attitudes in relation to patients' previous experiences with students. Finally, the study aimed to explore patients' opinions about what could make student participation more comfortable.
Methods

Study design
This explorative study followed a cross-sectional survey design, recruiting adult patients at a psychiatric department at a university hospital in Sweden. Medical, nurse and psychology students have their clinical training at the hospital. In the department, patients with substance use disorders, neuropsychiatric disorders, personality disorders, mood and anxiety disorders and psychotic disorders are treated. Participants were recruited from outpatient clinics, inpatient wards and daycare-units. A combination of quantitative and qualitative methods was used for analyzing the responses on the questionnaire.
Procedure
The investigation was conducted during two weeks in February 2013. A poster with information about the study was posted at each clinic and ward. Administrative assistants or nurses at each clinic or ward distributed questionnaires to all patients registering for appointments or who were inpatients during the study period. The questionnaires were filled in anonymously and returned by the patients in sealed envelopes. There was also an option to return the envelope by post. Information of the study was included in the first section of the questionnaire. Completion and return of the questionnaire was seen as consent to participate. The study was performed in accordance with the principles of research ethics and was approved by the Regional Ethical Review Board in Uppsala 2012/433.
Assessment
The questionnaire was modified from the study of Passeparuma et al. [16] . From the questionnaire, three statements about student involvement (two concerning student gender) and four statements concerning attitudes were selected. One additional question was changed: instead of asking patients how comfortable they were with a student's level of education, we asked how comfortable they were with the student's age. Minor changes were made for better adjustment to the psychiatric context. The English version of the questionnaire was translated to Swedish according to the following steps: (1) translation into Swedish, (2) translation back into English by a native speaker (3) consensus and resolution between the versions. Thereafter, the questionnaire was handed out to six patients in a pilot study. After that, small changes were made for easier and better understanding. The statements assessed comfort levels in terms of student attendance/participation, whether the student performed questioning or counseling together with the professional or if the student independently performed questioning or counseling. Patients used the same scale to value statements of student's gender and age, questions of how important it is for students to be involved in psychiatric care, if the patient enjoyed the experience with the student, if student participation had positively affected the care, and if the patient would choose a teaching hospital before a hospital without teaching.
There were two open-ended questions tacked on to the questionnaire. One asked what could make student participation in psychiatric care more comfortable for the patient. The second question asked for "other aspects" on student participation, reassuring that aspects not asked about would be paid attention to.
Background data was collected and included the patient's gender, age, how many times a student had been involved in the patient's psychiatric care.
The term "student" was used to describe all students from different programs. "Therapist" was used as a title to describe professionals the patient met in psychiatric care such as doctors, nurses, physiotherapists and psychologists.
Patients were asked to rate their agreement with each statement using a five-point Likert scale in which "1" denoted strong disagreement, "3" partial agreement, and "5" strong agreement.
Data analysis
Descriptive statistics were used for the five-point Likert scales. Proportions, mean scores and standard deviations are reported. A higher score indicates a greater comfort level or a more positive attitude. Differences in mean scores for each statement between subgroups were assessed using independent-samples t-tests [20] . The subgroups were based on gender, any previous experience of (or lack of) student participation and age. Participants were divided into three age groups: 18-29 years, 30-65 years and over 65 years. For differences between age groups, repeatedmeasures of Analysis of Variance (ANOVA) with LD posthoc analysis were used. The level of significance was set at 0.05. All analyses were performed with the statistical package IBM SPSS 21.0.
Data from the two open-ended questions were managed using Open Code 3.4 software [21] and analyzed using qualitative content analysis, which is a process of identifying, coding and categorizing the primary pattern in the data [22] . Words, sentences and paragraphs expressing the same meaning were identified and coded. Based on commonalities, the codes were sorted into categories [23] .
Results
Participants
A total of 655 patients returned the questionnaire during the two-week survey. Fourteen questionnaires were sent in by post and arrived within 15 days after the two weeks. The number of patients who were actually invited to participate is not known. However, there were 95 participating inpatients out of 193 registered patients, resulting in a 49% participation rate. The out-patient clinics registered appointments and not individuals. During the two-week study, 5,332 appointments were registered. The number of participating out-patients was 560, approximately 20% of the eligible individual patients. Comparing participating with non-participating inpatients showed that there were no differences in age: mean age 41 ± 16 years versus 37 ± 17 years (t = 1.7, p = 0.09). However, the participating group consisted of more women (61% versus 46%) and fewer men (31% versus 54%) (χ 2 = 13.4, p ≤ 0.00). Data was missing for sex, age or experience of student participation in up to 14% (n = 94) of the questionnaires. The open-ended questions were answered by 215 (33%) of the responders (67% women, and 33% men).
The participants' mean age was 36 years (range 18-87). For demographic data, see Table 1 . Two thirds of the patients were women, and most of the patients were outpatients. One third of the patients had never had a student involved in their care, while almost one third had experienced more than three occasions with students involved.
Attitudes towards student participation Comfort levels
The majority of patients strongly or partially affirmed feeling comfortable with student participation (76%), both with the student performing the questions (73%), and with students independently performing questioning or counseling (61%), see Figure 1 . For ratings, see Table 2 .
General attitudes
Patients' responses to statements related to attitudes toward student involvement showed mean values between 3.30 and 4.43 (see Table 2 ). The highest mean value was reported in the statement: "It is important that students meet patients during their education". Prior student involvement during psychiatric care Never 206 (32) In one visit 91 (14) In two visits 105 (16) In 3 or > 3 visits 185 (28) Not specified 68 (10) 
Group differences Differences between women and men
For comparisons between men and women, see Table 2 .
Male patients reported higher comfort levels than female patients in terms of student involvement. Regarding female students, there were no differences between male and female patients, but female patients were less comfortable with male students than male patients were. Female patients were also less comfortable with very young students. There were no differences between female and male patients concerning the importance of student involvement in care for educational purposes or the opinion that student involvement had increased the quality of care.
Differences in relation to experiences of student participation
Patients who previously had students involved in their care reported higher comfort levels and a more positive attitude in all statements compared to patients who had not had students involved in their care (see Table 2 ).
Differences between age groups
Results of the ANOVA (not shown) with the three groups (18-29 years, 30-65 years and over 65 years) and respective items showed no differences between age groups concerning perspectives on student participation. However, there were group differences according to previous experience of student involvement. This was more common in the group of patients over 65 years old (M = 1.75, SD = 1.23) than in patients under the age of 30 (M = 1.30, SD = 1.24; F (2) = 3.35, p = 0.036).
Differences in relation to out-or inpatients
There were no differences in response to statements between outpatients and inpatients. However, previous experience of student involvement was more common in inpatient/daycare (M = 1.76, SD = 1.30) than in outpatient care (M = 1.36, SD = 1.23); t (569) = 2.75, p = 0.006.
Opinions about facilitators for student participation
The answers (n = 215) on the two open-ended questions asking what could make student participation in psychiatric care more comfortable for the patient as well as the question regarding "other aspects" on student participation were analyzed together. The result of the analyses produced three categories: Conditions making student involvement more comfortable, Inconveniences with student involvement, and Benefits of student involvement.
Conditions making student involvement more comfortable
The subject that raised the most comments was related to information. The importance of having information about student participation before the outpatient visits, or the meeting at the ward, was highlighted. "To be informed about if the student is a man or a women and about the student's age". It was also important to feel able to say no as well as to be informed of the possibility to decide for the student to leave the room during the visit. The patients noted that they wanted more information concerning the student's education (which program and what semester) and more details of how the student was going to be involved. "To be informed of why they are there (the students) and what their role is".
Student performance was one subject. Some patients thought that the student should be quiet and just attend, while other patients wanted the student to participate, ask questions and take part in the discussions. "It is important that they just don't sit besides and look at you".
It was seen as important that the student presented her/himself. There were comments regarding the relationship between how comfortable one is with student Figure 1 Patients' responses to statements related to comfort levels in terms of student involvement. participation and what subjects arose in the counseling. There could be subjects perceived as too delicate and intimate for a patient to allow a stranger's involvement. "It is never easy when there is so much feelings…". There were also comments about having the possibility to restrict the number of people in the room. The student's character was shown to influence how convenient student involvement was perceived. Patients felt more comfortable when the students were engaged, well prepared, without preconceptions, cheerful, positive and with a sound view of human beings.
"The student has to be involved in my care and not studying the interaction between the counselor and me". Some patients noted that they wanted to know the student's age and sex beforehand, and some patients did not want new beginners or students that were too young, even though one comment from a young patient stated:
"I would rather have a young student with me who will understand me".
Inconvenience with student involvement
The most noted comment in this category was the fear that confidentiality would be mishandled. Patients did not want to be recognized, as sometimes a person is well known in society. Most of all, if a patient is a student, they run the risk of meeting with fellow students. "Being a patient and a student in this town you are in the same company as the student you meet." Some patients proposed that this would be easier if they could have the name of the student beforehand and then decide how to proceed. Some patients declared that it was uncomfortable to meet with an unknown person, and it was annoying to "have to repeat my story over and over again". There were also some comments stating, "I don't want students to be involved".
Benefits of student involvement
Student participation sometimes implicated that professionals behaved more professional, and the meetings were more constructive with more time reserved. Many patients wrote that student involvement was fine as it was, and some comments stated that it was a joy to participate in the education of new professionals. The more real patients the students meet with, the better". Many comments stated that it was important for students to be involved in health care because they have to be taught "empathy and not only theory".
Discussion
The majority of the participating adult Swedish psychiatric patients were comfortable with student participation. Patients who previously had students involved in their care reported higher comfort levels and a more positive attitude.
Female patients were less comfortable with male students and very young students. Psychiatric patients perceived student participation in similar ways as reported by patients from other specialties and countries. In the open-ended questions, patients stressed the importance of being informed about the students' participation before the consultation, as well as the importance of the student showing a professional attitude.
Through use of the same questionnaire that Passaperuma et al. used in their Canadian study [16] , the patients' positive attitudes towards student participation could not only be replicated but also comparably quantified. On the fivegraded Likert scale, ratings differed very little between the two studies. However, there was a tendency for the psychiatric patients to rate a little lower. The greatest difference was 0.7 points on the item about enjoying the experience with students. However, many of these psychiatric patients suffered from depression or psychotic disorders, which made it difficult for them to feel joy. The state effect as an explanation of the differences is supported by the ratings of the item concerning the importance of using real patients in clinical teaching. Here, the difference was only 0.12. Additionally, the validity of the exact ratings, i.e., the meaning of the difference between this and the Passaperuma study, is not known. It might lack importance. That there should be no difference between psychiatric patients and others is supported by a previous Swedish study [5] . On the other hand, patients in general practice have reported less willingness to let students participate when the consultation is about intimate or delicate problems [9, 10] . In other specialties, where patient integrity is more easily violated, such as obstetrics/gynecology, patients have repeatedly reported a more restrictive attitude towards student participation [8, 24] . Mental disorders are still connected with social stigma [25] , which might explain why the psychiatric patients rated their comfort levels and attitudes somewhat lower.
Patients in wards compared to outpatients are expected to be more severely ill and, therefore, might experience student participation as more threatening. The data do not support this fear. There are several possible explanations for this. Inpatient-care enables continuity in patient-student relations, which has previously been shown to increase patient satisfaction in psychiatric care [4, 17] . Furthermore, inpatients reported more experience of contact with students, which have previously been known to positively influence patients' attitudes towards students [5, 9, 26] .
Female patients were more hesitant towards male students. If this hesitation is related to female psychiatric patients' higher experience of sexual abuse [27] , social structures between the sexes [28] or other causes is not known. Previous research has not focused on gender differences in patients' attitudes towards students, but Passaperuma [16] found that patients in all specialties, except urology, reported greater comfort with female students than with male students. In other studies, female patients in obstetrics/gynecology departments reported higher acceptance of female students compared to male students [8, 11] . In general practice, studies show that female patients preferred a student of their own sex more often than men did [9, 10] . The findings have implications for clinical teachers when introducing students to patients. It would be interesting to further examine gender differences of student participation with patients from psychiatric care as well as other specialties.
Inconvenience with student participation was mostly described as fear of insufficient confidentiality. Throughout the patients' comments, having information about student participation was consistently articulated as important for being comfortable with student involvement. This may be an expression of the patients' need for autonomy in their role as patients.
To have detailed information of the student beforehand increased the likelihood of the patients to consider student involvement, despite concerns of confidentiality. It was important to be informed of not only the student's name and year of education, but also the student's role and to what extent the student was supposed to be involved. These requests are previously expressed by patients in other studies [9, 13, 29] . Informing patients about student participation is often neglected. Reluctance to seek informed consent may come from a view that if patients are given a choice, they may refuse. In the study by Lynoe et al., 41% of the patients estimated that they once, or on several occasions, had students involved in their care without having been informed [5] . Providing information and asking for consent are often the tasks of the clinical teachers, regardless of student category, and their cooperation with patients is a core component in the clinical learning environment [7] . For the clinical teacher, there can be a balancing act between the individual patient's right to decline student participation in their care and the preceptor's commitment to high quality clinical education. Patients' comfort level decreased when the student was supposed to perform more independent tasks without the clinical teacher participating. This is in accordance with Passaperuma's findings [16] . Some patients commented that they did not want students involved in their care at all. Tang & Sky found that clinical teachers who rated themselves as more comfortable with informing patients that a medical student would be performing an intimate exam were less likely to encounter patient refusal in the context of a gynecological/urological exam [30] . Other studies from general practice have shown that with written information about student participation in advance, patients felt free to decline compared to being asked at the time of consultation, and it did not negatively affect the inclination to allow student participation [31] .
Positive experiences with student participation such as "the professionals behaving more professional" and "it is a joy to participate in education" were highlighted. Patients in hospitals have previously perceived students as having extra time and attention and felt that they were learning more about their conditions [9, 11, 16, 32] . In teaching hospitals, almost half of the patients reported that student involvement increased the quality of health care [8] . In a general hospital, quality of care improved with the presence of medical students [33] . In addition, involvement of inter-professional student teams contributed to patients' experiences of better involvement in the decision-making process, more satisfaction with information and better preparedness before discharge, compared to ordinary care [34] .
The results also support altruistic motives for being positive towards student participation. Patients commented that it was important for students to be involved in health care, and that they have to be taught "empathy and not only theory". Patients in psychiatric care have, in previous research, perceived the importance to help students learn with real patients [18] and felt they had something important to offer as well as a sense of giving back [19] . Even unprepared patients in general care think of themselves as contributors to and facilitators of learning, particularly in professional skills and attitudes [10] . This learning situation is based on patients' active participation and can be threatened if students do not see the patients as individuals and subjects [35] . A challenge for clinical teachers is to create an educational atmosphere where students learn with and not about patients.
The major strengths of the study are the large sample size, wide age range and participants from different psychiatric care units in a university hospital during two weeks of full student activity. Another strength is the use of open-ended questions, where the extent of answers may be interpreted as patients' willingness to contribute to better learning situations, both for patients and students. Patients' voices about student involvement are not extensively heard, even less so from psychiatric patients. Furthermore, the inclusion of patients with ad without previous experience of student participation (one third of the patients had no previous experience) most likely contributed to a broader perspective in conditions, making student involvement more comfortable.
Some limitations have to be addressed. First, the questionnaires were filled in anonymously; this did not allow a more detailed comparison with non-responders. The questionnaire has only been used once before, and there is no formal validation study published. Another limitation is the distribution of questionnaires during the two-week investigation. It was handled by administrative assistants or nurses at each clinic or ward. Based on their workload, this could have affected the response rate. This challenged the representativity of the participants.
The questionnaires were answered and returned at the time of the appointments or during the inpatient period, which could have influenced the answers. It can be difficult to honestly rate and comment on situations on which you are dependent. Therefore, anonymous questionnaires and sealed envelopes were used. On the other hand, receiving a questionnaire several months after the experience could have an impact on memories.
Answers could also have been affected by social desirability, i.e., being negative towards student education is not a socially desirable attitude.
More detailed information about barriers against student participation could have been obtained by analyzing data from the participants who were negative towards student involvement, even though they were few.
